INTRODUCTION
When the chairman of your executive committee wrote me, inviting me to address you tonight on this subject, I felt that it was not only a privilege to come, but a real duty, for I realize that the members of the medical profession and those of the dental profession must combine in the work of preventing and curing the general diseases that may result from infection in and about the teeth.
The subject is a large one. There are many of us in the medical professsion who are still not fully awake to its importance, and there may be some among you who are not yet sufficiently aware of the relation of dental infections to diseases elsewhere in the body.
Not that I have anything new, perhaps, to say to you; I think I shall rather re-emphasize facts that are well known to most of 'Address delivered, by invitation, before the First District Dental Society of the State of New York, at a meeting in New York City, December 1, 1919. See page v, of the section on Proceedings of Dental and Stomnatological Societies, for a report of the discussion of this address at that meeting, by Drs. Henry W. Gillett, Byron C. Darling, N. T. Shields, M. L. Rhein, and H. J. Kauffer, of New York City; and Dr. Barker.-(Ed.) you, and try to give you the impressions of a general diagnostician in regard to those problems with which you deal every day.
The dentist makes a diagnosis and applies treatment in a circumscribed domain. The medical practitioner who makes a general diagnostic survey has to deal with the whole body, the mind and the social situation of the patient; and he often finds relationships between the lesions in circumscribed domains and the situation as a whole that might be overlooked by the worker in a circumscribed domain.
Much that I have learned with regard to oral sepsis and its relation to general and to systemic disease has been the result of a close relation between the Medical Clinic and the Dental Clinic at the Johns Hopkins Hospital. I am ashamed to say that the Dental Clinic was begun there only a few years ago. It should have been begun much earlier; but, since its organization, its work has been increasing rapidly, and we should now consider ourselves culpable, if, when the teeth look suspicious, we did not have a full dental report on patients who present themselves for diagnosis and treatment of any obscure infectious, or other, disease-process.
Much of the advance in knowledge of oral sepsis has been due to work conducted as a result of your dental research endowments. I think, it is highly to the credit of the dental profession that it has provided endowments for the study of the etiology of oral sepsis, and of the pathological conditions that result from infections in and about the teeth and gums.
There are many diseases of the teeth other than septic infections that are related to internal medicine, but I shall not attempt to deal with them tonight, I shall confine my remarks to comments upon the general conditions that I have met with, or that others have met with, in association with infectious processes about the teeth and gums. Such infections are divisible into two groups: (1) gingivitis, pyorrhoea alveolaris, and infections about unerupted and impacted teeth; and (2) infections, acute and chronic, at the apices of the teeth, the so-called periodontal infections. These infections can influence the rest of the body in either one of two ways. One way, and a very important way, is by metastatic infection, a few bacteria going through the lymph channels into the blood and setting up a secondaryor metastatic infection at some distant point. The other way is AA by the absorption, not of the bacteria themselves, but of their toxic products produced in loco, those products, after absorption, reaching distant parts of the body and injuring them.-In just how far the diseases secondary to oral sepsis are due to the actual transport of bacteria to distant parts, and in how far they are due to the mere absorption and diffusion of toxic substances produced in the oral infectious foci, it is difficult to say. In certain conditions, I feel very sure, we deal with metastatic infections, that is, with the transport of bacteria, from the oral foci to distant parts. Thus, most of the arthritic infections are real metastatic infections of this sort. On the other hand, in hypertrophic osteo-arthritis, which is in several respects different from ordinary infectious arthritis, I am inclined to think that we may be dealing with the toxic effects of chemical substances absorbed from the primary foci of infection, rather than with the effect of living bacteria transported to the joints. In both instances, however, the joint injury results from the primary sepsis.
I thought it might be interesting to run through the different systems of the body, and to recall to your minds the different kinds of disease that may be associated, and perhaps causally connected, with oral sepsis.
DISEASES OF THE LOCOMOTOR SYSTEM
I shall begin with certain diseases of the locomotor system, especially infectious arthritis, hypertrophic osteo-arthritis, local osteomyelitis, myositis and fibrositis. No one can fail to be impressed by the frequency with which the acute and chronic infectious arthritides are associated with oral sepsis. If there is anything at all that is established regarding focal infections in relation to arthritis, it is that a large proportion of cases of so-called infectious arthritis after adolescence are due to infections about the teeth, the bacteria being transported thence through the blood to the several affected joints, with resulting secondary infection of those joints.
There is this to be said, of course: Infection in the mouth is by no means the only cause of metastatic infectious arthritis. Primary foci of infection anywhere in the body may be the starting point of secondary metastatic arthritis; and general diagnosticians now search, m cases of infectious arthritis, for such primary foc of infection in various parts of the body. There is a whole series of common sites of primary infections-the tonsils, the antra, the ethmoid cells and the other paranasal sinuses, the mastoid cells, the appendix, the gall bladder, lung cavities, the pleurae, and foci in the urinary and genital systems. -If, however, I were asked to give you approximate figures, I should say that at least 80 per cent of the cases of infectious arthritis, including acute articular rheumatism, are secondary to infections in the head (tonsils, adenoids, teeth, paranasal sinuses, mastoids). I think we might even go further in the etiological analysis and say that the primary source within the head in these infections tends to be different in childhood from that in later life. In young children and in adolescents up to the age of twenty, I should say that by far the majority of cases of infectious arthritis are not secondary to diseases of the teeth and gums, but are secondary to infections of the tonsils, or of adenoid tissue, or to infections of the paranasal sinuses. That is not to say that a child may not have arthritis due to a diseased tooth, but certainly the majority of cases in early life are not due to diseased teeth.
In middle life and in later life, on the other hand, only relatively few of the cases of infectious arthritis are due to infected paranasal sinuses and infected tonsils. Though some doubtless are so caused, the majority of those following infections in the head, in my opinion, are due at this time of life to penapical infections of the teeth. I think, therefore, that the age consideration is a help in the search for the primary foci of infection responsible for metastatic arthritis.
Acute rheumatic fever, so-called, is almost always due, we now believe, to metastatic distribution of a virus that attacks primarily the tonsils or adenoids, and not to infections of the teeth; but the severe forms of chronic infectious arthritis, those crippling affections that many doctors call "arthritis deformans," are very often, we think, due to infected teeth. You have doubtless all seen the beneficial effects of getting rid of the primary focus of infection in arresting the progress of some of these cases.
In hypertrophic osteo-arthritis, we deal with a disease of older people. It may be the result of toxic absorption; certainly the occurrence of periapical granulomata and of pyorrhea alveolaris arthritis.
Physicians, dentists, and patients are disappointed, sometimes, when joint conditions do not clear up quickly after the removal of infected teeth. Diseased joints do, it is true, occasionally clear up like magic, after such removal; but, more often, the recovery is slow. That should not surprise us, for, once metastatic infection of the joints has actually occurred, we have to deal no longer with the primary infection of the teeth alone, but also with multiple secondary infections in the joints. These latter infections often heal only slowly, even after the primary focus has been removed; and each of those secondary foci may, in turn, serve as a primary focus for still other metastatic infections. We must, therefore, not be too much disappointed if an arthritis persists after the surgical removal of an original focus of infection. It is to be borne in mind, too, that several primary foci of infection may exist, in which event the removal of one only would not necessarily prevent the occurrence of further metastatic infections.
Another point I'should like to refer to is the "flare-up," or exacerbation, of an arthritis that not infrequently occurs when an infected tooth or other primary focus of infection is treated or removed. Though such "flare-up," when it occurs, is presumptive evidence of a causal relationship between the infective focus and the arthritis, it is not decisive evidence; moreover the failure of such "flare-up" to occur does not exclude, in my opinion, an earlier causal relationship. In the locomotor system, too, we have to deal with infectious myositis, and with infections of the tendons, fasciae, bursae, and other fibrous tissues-infections that often accompany infectious arthritis. It is reasonable to think that these cases of myositis, tenosynovitis, bursitis, and fibrositis are due to the same primary foci of infection that we believe to be responsible for infectious arthritis. In many instances infected teeth are the primary foci; and these inflammations, as do the arthritides, often clear up after the original infective foci have been removed.
DISEASES OF THE RESPIRATORY APPARATUS
Infections of the respiratory apparatus (which includes the nose, the paranasal sinuses, the larynx, trachea, bronchi, lungs and pleurae) may sometimes be secondary to infections of the teeth and gums. You know, yourselves, how often disease of the antrum, for instance, results from infection propagated from the periapical area of a diseased tooth; and you know, also, how much trouble such an antritis can give to the patient. Sometimes, metastatic (embolic) infection of the lungs appears to be secondary to a primary peridental infection. I have myself seen two such cases, and there are others on record, in which little foci of embolic pneumonia had an oral source. One of the patients had diabetes mellitus; her physician, Dr. W. F. Lockwood, got rid of the infected teeth and the embolic pulmonic process soon cleared up.
DISEASES OF THE CIRCULATORY APPARATUS
One of the commonest diseases of the circulatory apparatus is acute infectious endocarditis, which is always, we believe, a metastatic infection secondary to some primary focus of infection. Here, again, in the majority of cases in young people, the endocarditis is certainly not secondary to peridental sepsis, but, on the contrary, is secondary to primary infection of the tonsils, or of adenoid tissue. Tonsillitis, rheumatic arthritis, endocarditis, and chorea, form a tetrad in the young. The mild vegetative thrombo-endocarditis that occurs in children is a benign form, though it often leaves chronic valvular disease of the heart as a sequel.
In adult life, especially in middle and in later life, it is not at all uncommon to meet with a much more serious form of endocarditis, the so-called subacute infective endocarditis, or endocarditis lenta, of Streptococcus viridans in periapical granulomata in the mouth, and I am inclined to believe that these infected granulogmata were the source of the vascular infection. The mere presence of Streptococcus viridans in a periapical granuloma does not mean that an endocarditis will follow; for this bacterium is, as you know, obtainable by culture from granulomata in the mouths of large numbers of patients who never develop endocarditis. Further, there is good reason for the belief that in some cases of viridans endocarditis, Streptococcus viridans passes into the blood by way of the tonsils, or through other portals of entry; but I desire at this time to emphasize the fact that the evidence is very strong that Streptococcus viridans not infrequently enters the circulation from granulomatous areas about infected teeth. How very important it is, then, for all of us to keep the fact in mind, to do all in our power to prevent such entrance, and thus to ward off this malignant invader! Other forms of endocarditis, for example, that due to Streptococcus hemolyticus, are also secondary to primary local infective foci.
Like endocarditis, there may also occur a pericarditis, or a myocarditis, secondary to a primary peridental infective focus.
One common form of disturbance of the rhythm of the heart is often met with in association with pyorrhoea alveolaris and with periapical granulomata. I refer to the cardiac irregularity in which premature beats of one ventricle of the heart occur, a condition known as "extrasystolic arrhythmia." The patients, describing their subjective sensations, say that they have a feeling as though the heart were "turning over." I have known a number of cases, some of them among physicians, where the irregularity disappeared after the teeth and the gums had been put in good condition.
Initernists are also coming to the opinion that the presence of infection of any sort in the body predisposes to the development of arterial disease and tends to aggravate arteriosclerosis and increased blood pressure when they exist. We study the mouth, in all cases of arteriosclerosis and of arterial hypertension to see whether or not there is any source of infection there that may be of significance. We do this, not only in cases of arteriosclerosis, but in every patient who comes to us for a general diagnostic study. Every dead tooth is x-rayed, suspicious looking gums are carefully examined; and we have a report from an expert dental diagnostician, which is considered along with the other data accumulated, before we make our final diagnosis. I feel sure that the conditions underlying arterial hypertension may be aggravated by long continued infection, though chronic infection is by no means the only cause; it may, I believe, sometimes be an important contributing factor.
DISEASES OF THE BLOOD AND BLOOD-BUILDING ORGANS
Turning next to the blood, and the blood-building organs, we come to one of the commonest sequels of oral infection, namely, anaemia. Anaemia is, as you know, a broad term, covering a group of conditions in which the blood is impoverished. We have anaemias due to hemorrhage, anaemias due to increased blood-destruction and anaemiFas due to decreased blood formation. Thus, if a person bleed after an operation, if a woman bleed excessively from the uterus during or between menstrual periods, or if a man bleed even slightly but for a long time from hemorrhoids, we observe, as a sequel, a secondary post-hemorrhagic anaemia. Other secondary anaemias may be due to acute or chronic infection, including oral sepsis.
Whether oral sepsis can be the cause of a primary, or so-called pernicious, anaemia, I do not know; certainly, a majority of patients exhibiting this form of chronic hemolytic anaemia have infected teeth, but this may be merely an accidental association, since it is most often a disease of middle or later life. They exhibit also an so achylia gastrica, that is to say, no free hydrochloric acid is found in the stomach contents of these patients. Some interesting work has recently shown that, in the families of patients who have pernicious anaemia, the children, though not anaemic, exhibit an achylia gastrica. It looks as though the children in these families were born with achylia, and that, in searching for the cause of pernicious anaemia, we may have to look for the primary cause of this achylia. Dead teeth and pyorrhea are very common in pernicious anaemia, and the patients more rapidly secure a remission of symptoms if you clean up the gums and remove any periapical infections. Pernicious anaemia is ultimately fatal, though there may be a number of remissions and exacerbations during its course.
Strikingly beneficial results in secondary anaemia are often obtainable through the thorough treatment of oral sepsis, a fact to which William Hunter, of London, long ago called attention.
May I say a word also about Hodgkin's disease? Many patients suffering from it notice first a swelling in the neck, due to the enlargement of one or more lymph glands there. I saw a patient in Pittsburgh who had had outspoken oral sepsis, and the peculiar diphtheroid bacillus, which is so often present in the glands in Hodgkin's disease, had been found under some bridgework in the man's mouth. It is not at all certain that the diphtheroid bacillus is the cause of Hodgkin's disease, though Bunting and Yates of Wisconsin, as well as others, have brought evidence that is suggestive. In the patient mentioned, the bacteriologist had first reported that a true diphtheria bacillus was present, and the patient was at once treated for diphtheria, but later it was found that he had Hodgkin's disease and that the bacillus found was the diphtheroid bacillus. I think it is quite possible that, in some cases of Hodgkin's disease, the infective agent, whatever it is, gains entrance through an infected mouth; but whether peridental sepsis is ever responsible remains, I think, yet to be found out.
DISEASES OF THE DIGESTIVE SYSTEM
Next, let us consider the relations of oral sepsis to disorders of the digestive system, a topic that I have earlier discussed (at the meeting of the Southern Medical Association in 1916). You are all familiar, I am sure, with the patients who have pyorrhea alveolaris, or who have multiple periapical granulomata, and who complain also of digestive disturbances, such -as gaseous eructations, pain in the epigastrium, lack of appetite, etc. In examinations of the stomach contents of such patients, we may find the signs of sub-acute or chronic gastritis, with either hyperacidity, or, more often, subacidity; or there may even be a total absence of hydrochloric acid. The symptoms may clear up quickly after removal of the oral sepsis; although, if hydrochloric acid be absent from the stomach-contents, the patients may have to take acid after meals for the rest of their lives.
Whether a gastric or a duodenal ulcer ever arises as a consequence of oral infection, is a question. It is thought by some that such ulcers are due to local thromboses, and that these in turn are due to metastatic infection from a primary infective focus. Since tooth infection is one of the commonest varieties of primary focal infection, it has -been suggested that gastric and duodenal ulcers may, sometimes, be sequelae of periodontitis. The proof would be hard to bring. When there are many possible origins, it would be unwise to lay too much stress upon oral sepsis as a primary cause.
Inflammation of the liver (hepatitis) or of the pancreas (pancreatitis) sometimes follows severe oral sepsis. We once had a man under observation in-the Johns Hopkins Hospital who had as extensive a pyorrhoea alveolaris as I have ever seen. His teeth were literally sitting in pus baths. It was in the "emetin days" and an attempt was made to check the pyorrhea with subcutaneous injections of emetin. There was obtained a slight temporary effect, perhaps, but the patient's pyorrhea was beyond the reach, not only of emetin therapy, but also of any kind of therapy that would save the teeth. The only thing to do was to extract, and it was found that not a tooth in either jaw could be saved. He had a liver that was enlarged and tender, the lower margin being at the level of his umbilicus, and his body temperature ranged between 1020 and 103TF. Nothing that was done before extraction had any markedly beneficial effect upon the symptoms and physical signs. The hospital dentist extracted all of the teeth, and the mouth soon became free from pus, the temperature quickly fell to normal, and the liver margin soon receded to the edge of the ribs. The man had been alcoholic, and doubtless had some fatty degeneration and cirrhosis of the liver, but he suffered principally from his oral sepsis and from a toxic hepatopathy secondary to it. He left the hospital very much improved. That was a striking example of a toxic disorder of the liver, due to absorption from a very severe pyorrhea alveolaris.
In diabetes mellitus, due to pancreatic disease, the carbohydrate tolerance seems sometimes to be deleteriously affected by the simultaneous existence of oral sepsis. Cases have been reported in which tolerance for sugar was more easily increased after removal of periapical infection or after treatment of pyorrhea. In diabetes mellitus, as in other chronic diseases, we believe in cleaning up the motth and getting rid of oral sepsis, if it exist.
DISEASES OF THE UROGENITAL SYSTEM
In the origin of some of the diseases of the urogenital system, oral sepsis may play a role. I have seen cases of glomerulo-tubular nephritis-both the acute and the sub-acute forms-which I thought were secondary to oral sepsis, and in which the treatment of the oral sepsis seemed to be of benefit in arresting the process. Tonsillitis is, however, in my experience, a much more common cause of glomerulotubular nephritis. It is possible that inflammations of the urinary passages (pyelitis, ureteritis followed by stricture of the ureter, and cystitis) may be due to bacteria entering the blood from foci of infection reaching the kidneys, passing through the renal filter and infecting the urinary tract below.
DISEASES OF THE NERVOUS SYSTEM
There is no doubt, I take it, that oral sepsis can be the primary cause of certain diseases of the nervous system. Thus, multiple neuritis, like arthritis, can, in some instances, be due to toxic absorption from primary foci of infection. Chronic neuralgias, sometimes, can be made to disappear by removal of periapical abscesses. Trigeminal neuralgia (or tic douloureux), as is well known, often owes its origin to infected teeth, and it seems probable that more distant neuralgias (intercostal, brachial, sciatic) may occasionally have a similar origin. Sciatica is often secondary to inflammation of the sacroiliac joint, or to arthritis of the lumbar spine; but the inflammations in the spine and the sacro-iliac joint are due, in turn, at least in many instances, to periodontal infections.
Then there is a group of neurasthenic people whose condition is more or less dependent upon the toxic effects of oral sepsis. Of course, neurasthenic conditions may result from any cause that injures the nervous system over a long period. The course of a psychosis may be favorably influenced, it has been asserted, by getting rid of focal infections. There are, too, certain recurring inflammations in the eye that are undoubtedly secondary to focal infection about the teeth. I would call your attention especially to certain cases of metastatic iritis. A year or more ago I studied a physician from Washington who was having attacks of iritis every few months. Syphilis, one of the common causes of recurring irtis, was ruled out, not only by a negative history, but also by a number of negative Wassermann tests. It was thought that some primary focus of infection must exist, but several attempts to demonstrate such a focus had proven unsuccessful. Roentgenograms of his teeth had been taken before, but the dentists who examined them had said that the teeth were all right. As no other focus could be found, it seemed to me important to have the teeth re-studied. Oiie of our dental consultants examined them, and, about the apex of one of them, found an area that indicated the existence of a granuloma. The tooth was extracted and the socket was curetted. There has been no recurrence of the iritis since.
DISEASES OF THE ENDOCRINIC AND METABOLIC SYSTEMS
Small foci of infection may also, sometimes, influence the ductless glands. Over-activity of the thyroid gland often follows general or local infections. Graves' disease seems always to be due to a production of too much of the secretion of the thyroid gland and is accompanied by hyperplastic changes in the gland. Many different excitants can, probably, stimulate the thyroid gland to produce too much of its secretion. When primary foci of infection exist in the body, the toxins may, sometimes, stimulate the thyroid to over-activity. We have felt that, by getting rid of focal infection in such cases, we have sometimes been able to exert a favorable influence upon the thyroid disturbance.
Many of the patients who apply to me for a general diagnostic survey exhibit general under-nutrition, being frequently from thirty to fifty pounds under calculated ideal weight. These patients often feel "below par" and complain of weakness, nervousness, and incapacity for work. In treating them, we always try to get rid of any primary foc of infection that exist and then make the patients eat enough and rest enough to gain weight. To restore such patients to health, it is often helpful to put them to bed for a few weeks. Most of them are convinced that they must exercise to have an appetite and to gain weight. They have, however, become so emaciated, and have exhausted their nervous systems so much, that they cannot digest their food when exercising. If they will consent to a complete rest in bed for a time, they can often be made to eat like farmhands; and in the course of six or eight weeks they may gain twenty pounds in weight and be soon on the way back to health and strength.
NECESSITY FOR, AND DIFFICULTIES IN THE WAY OF, CLOSE COOPERA-TION BETWEEN PHYSICIANS AND DENTISTS
You have patiently listened to my description of a whole series of conditions in which I believe oral sepsis may be of importance as an etiological factor. I have referred to certain disorders of the locomotor system, the respiratory system, the circulatory system, the blood and haematopoietic system, the digestive system, the genitourinary system, the nervous system, and the endocrinic and metabolic systems, in each of which there is reason to believe that infective conditions about the teeth may play a part. Surely it is an account large enough to emphasize the importance of the relationship of dentistry to internal medicine. Obviously without the closest association of members of the dental and medical professions many patients will unnecessarily suffer. In making general diagnostic surveys of patients the importance of expert dental examinations dare not be underestimated. Physicians and dentists must learn how best to work together, if they would be successful in untangling the disease-skein in more obscure cases.
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There are many difficulties. First, we who are medical men have found out that there are still some dentists who are unaware of the importance of these relationships of oral infections to other diseases, and who permit their patients to keep teeth that they should not keep. It may not be the case in New York, but it is in Baltimore, that some dentists still allow patients to retain teeth that should be extracted. There are, too, some dentists, who, though aware of the importance of peridental infection, do not make use of a therapy that is adequate; they adopt means of treating these cases that are insufficient, and so do not obtain the results they desire.
On the other hand, we have found that there are some dentists who are too radical, who, sometimes, take out teeth that could safely be retained by the patient without injury to his body as a whole.
You who are dentists have found-and I know that I have foundthat there are still some physicians who seem to be unaware of the significance of oral sepsis. Many of the arthritic and anaemic patients I have seen have been under the care of one or of several physicians earlier, and despite this, they have sometimes still harbored periapical infections. I am sorry to have to confess it, but it is still necessary to admit that the medical profession has a long way to go in the direction of becoming familiar with the frequency and the dangers of oral sepsis and of taking action that is in accord with present knowledge.
Another difficulty lies in the fact that physicians have been unable to discriminate between the many dentists who are competent to deal with the conditions and the few who are incompetent. Physicians should be., and are, careful to increase the confidence of a patient in his own dentist; but what is a physician to do when he has evidence that a particular dentist is, in respect to oral sepsis, incompetent? A general diagnostic study in a given case of arthritis, may, for example, make a physician feel sure that an arthritis is related to two periapical granulomata, clearly visible in dental films; he sends the patient to see his dentist, who says that he " takes no stock in extracting teeth that show periapical areas!" What shall the physician do? Our feeling is that our first duty in such a case is to the patient. We try to work harmoniously with the patient's dentist, but if this dentist declines to do what is, in our opinion, right and necessary for the patient's welfare, it then may become our duty to refer the patient to another dentist who will.
Let me refer to another difficulty, namely, that experienced by the physician of inducing a patient to have the necessary dental treatment carried out after a report from an expert dentist, telling of abnormal conditions in the mouth, has been received. It is-the duty of the physician who, with the aid of an expert dentist, has found that a patient has oral sepsis, to do everything in his power to make the patient do what he ought to do to get rid of it. Some physicians hesitate to urge people to do what they very much dislike to do; and, as you know, most people do not like to give up a tooth that does not feel tender, even though dental and x-ray examinations reveal a large granuloma at its apex. A physician should try very hard in such a case to get the patient to consent to go to his dentist for extraction. Persuasion of this kind has, during the last five years, been frequently resorted to in my own work. In several cases of arthritis I have almost had to compel some of the patients to have infected teeth removed. Fortunately, many of them have subsequently been very grateful for this persuasion that approached compulsion! Still another difficulty that I would mention is the abuse of tooth extraction by physicians who work independently of expert dentists, and who order wholesale extractions that are not indicated. A patient has chronic rheumatism and the doctor orders all the teeth out without first having a thorough examination made to see how many, if any, teeth are really infected! I have seen some melancholy examples of this; the whole mouth had been cleared of teeth, though the patient asserted that only two or three of the teeth were non-vital and even these had not been examined roentgenologically. Such practice would seem to me very wrong on the part both of the physician in attendance and of the dentist who extracted. The time has come for plain speaking on this point. The "Literary Digest" recently made a long citation from an article on the unnecessary extraction of teeth. We must see to it that this abuse, as far as it exists, is properly censured, for otherwise justifiable extractions will become difficult.
It seems to me that the only sensible thing to do is to take the middle path between ultraradicalism and ultraconservatism. We should never sacrifice a tooth unless we feel that it is an actual menace to the patient who carries it; at the same time, we should try not to allow a patient to retain a tooth when we believe that it is dangerous for him to do so. I would emphasize that it has not seemed to me necessary, or right, to remove a tooth, unless one could demonstrate the existence of some definite pathological change about it, either by palpation or, particularly, by roentgenographic examination. There may be exceptions to this rule, but they are rare.
Much more might be said upon this important subject, but I have already occupied more time than I had intended. In closing, let me again make a plea that dentists and physicians continue to work harmoniously together in trying to arrive at standards of judgment that will insure just diagnostic conclusions. They will thus do much to prevent serious disease; and they will also enlarge their success in curing the diseases that are due to continuing oral infection.
